OBJECTIVES: This video demonstrates how to revise/adjust the Altis single-incision midurethral sling in the office setting, using only local anesthesia. DESCRIPTION: Midurethral bladder slings are currently the most common surgical management for stress urinary incontinence in women. In this patient, we previously placed an adjustable Altis single-incision midurethral sling, which required only a vaginal incision and is anchored to the obturator internus muscle. The patient experienced immediate and sustained postoperative voiding dysfunction (urinary retention) requiring intermittent self-catheterization. She was then brought into the office on postoperative day #10 for adjustment of the tensioning of the sling under the midurethra. Local anesthesia was thoughtfully injected info 3 main areas: 1. The obturator interus muscle just above the superior medial notch (site of the sling anchors) 2. Along the surgical track from the superior lateral sulcus to the anchoring point, and 3. Just above the midline vaginal suture line. The incision suture was released, and the incision opened up to about 1 cm for visualization of the sling. The bladder was then backfilled with a normal bladder capacity of w300-400 mL and the Foley removed. The sling was then gradually loosened with a hemostat along the side of the dynamic anchor, incrementally, until a small amount urine was extravasated on cough stress test. Following completion of the procedure, the patient was able to immediately spontaneously void in the office, avoiding the need for further management of post-operative voiding dysfunction related to miduthral sling placement. CONCLUSION: This video demonstrates a safe, efficient, and costeffective technique for revising an adjustable midurethral sling in the office setting, without the need for specialized anesthesia or the availability of an operating room.
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DESCRIPTION:
In this video, we demonstrate how communication between the surgical mentor and resident creates a supportive learning environment while providing constructive feedback and maintaining surgical efficiency. The learning process begins before the surgery with the surgeon demonstrating how to use instruments that are commonly used in a vaginal hysterectomy such as a Heaney needle driver. During surgery, we demonstrate how the surgical mentor offers precise instructions by first placing a "shadow" clamp on the uterosacral ligament and then allowing the resident to perform the step independently. We demonstrate tips and tricks for assisting and retracting during the case that allows a beginner resident to perform the surgery while minimizing time wasted in unnecessary movements. Finally, we demonstrate common pitfalls that residents make during critical steps of the hysterectomy such as during peritoneal entry, angles of clamps placed, and suture management. Ultimately, these steps allow the beginner resident to take a more active and independent role during the surgery while allowing the surgery to be completed in a timely and efficient manner. CONCLUSION: Teaching during a resident's first vaginal hysterectomy can be challenging due to the complexity of the surgery and resident skill level. An experienced surgeon can mentor the beginner-level resident in key maneuvers to increase surgical proficiency and avoid surgical pitfalls.
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Ena Arora: Nothing to disclose; Alex Soriano: Nothing to disclose; Daniel Lee: Nothing to disclose; Priyanka K. Kadam-Halani: Nothing to disclose; Lily A. Arya: Nothing to disclose. OBJECTIVES: Current literature regarding extruded Macroplastique, a commonly used urethral bulking agent, is currently limited to case reports. To the best of our knowledge there is no literature or guidelines specifically walking through how to "de-bulk" or remove extruded Macroplastique. First, we aim to make the audience familiar with common adverse effects of Macroplastique injections with focus on the rare side effect of extrusion. Then we will introduce a removal technique we used to safely remove a rare case of extruded Macroplastique. DESCRIPTION: A 49-year-old female presented with pelvic pain and irritative voiding symptoms approximately two years after undergoing transurethral Macroplastique injections for the treatment of stress urinary incontinence. A CT scan for surveillance of prior lung cancer demonstrated an incidental finding of a 1.4 cm periurethral mass. Follow up cystoscopy demonstrated a 5 mm region of extruded Macroplastique along the right urethrovesical junction. The patient desired surgical removal of the extruded bulking agent after extensive counseling. Cystoscopic biopsy forceps were used to first remove the exposed Macroplastique material and then apply gentle pressure adjacent to the erosion site to expose additional material, which was removed. The patient was discharged home on the day of surgery after passing an active voiding trial. Her irritative voiding symptoms improved post-operatively. CONCLUSION: Although rare, urethral extrusion is a known complication of transurethral Macroplastique injection. This video 
